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Abstract
The transobturator tape procedure (TOT) is a highly
effective technique used to resolve cases of female stress
urinary incontinence and is a safe procedure with
relatively few per-operative and early post-operative
complications compared to the tension free vaginal tape
(TVT). Recent studies, however, have demonstrated that
the late surgical sequelae following a TOT procedure are
relatively common. Urethrocutaneous fistula is an
unusual complication in the female population that is
defined as an abnormal connection between the urethra
and the skin, usually affecting the perineum. It may also
develop secondary to urethral strictures, repair of
hypospadias, prostate surgery, chronic untreated
periurethral abscesses, trauma etc. It is usually diagnosed
using retrograde urethrography and fistulography.
We present a case of a 53 year old woman who developed
a urethrocutaneous fistula after a TOT procedure four
years ago as a surgical treatment of female stress urinary
incontinence which was diagnosed recently after
presenting various episodes of vulvar abscesses.
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Introduction
The transobturator tape procedure (TOT) is a highly effective
technique used to resolve cases of female stress urinary
incontinence. It is a safe procedure with relatively few per-
operative and early post-operative complications compared to
the tension free vaginal tape (TVT). Nevertheless, recent
studies have demonstrated that the incidence of late post-
operative complications following a TOT procedure are
relatively frequent and include: perineal pain, de novo
dyspareunia, and vaginal erosion [1].
The urethrocutaneous fistula is an uncommon complication
in the female population that is defined as an abnormal
connection between the urethra and the skin, usually affecting
the perineum [2]. It may develop as a surgical complication of
urethral strictures, repair of hypospadias [3], prostate surgery,
chronic untreated periurethral abscesses, trauma and parasitic
infections involving Schistosoma hematobium o Dracunculus
medinensis in endemic regions [4,5]. In the female population
of developing countries, the incidence of urogenital fistulas is
mainly caused by obstetric injuries and severe pelvic pathology
due to the high prevalence of untreated gonorrhea and other
sexually transmitted diseases [6]. In contrast, such fistulas are
much less frequent in developed countries and are most often
seen as sequelae of gynecologic interventions, and less often
as complications of obstructed labor during childbirth [7,8].
Although rare in female patients, the incidence of
urethrocutaneous fistula after hypospadias repair varies from
4 to 28% of all cases and remains problematic for pediatric
urologists despite the progress in surgical techniques [3].
Patients suffering from this type of fistula usually present
recurring perineal infection or urine trickling [2]. As for its
diagnosis, a cystourethroscopy allows a direct visualization of
the fistula; however, the radiographic diagnosis depends
fundamentally on the retrograde urethrography and
fistulography, since both can demonstrate the location of the
communication. In case of abscess formation, an associated
complication, a CT scan may be useful [2,5].
We present a case of a 53 years old woman who developed
a urethrocutaneous fistula after a TOT procedure four years
ago as a surgical treatment of female stress urinary
incontinence which was diagnosed recently after presenting
various episodes of vulvar abscesses.
Case Description
A 49-year-old woman, G2P2 with no personal medical
history of interest, underwent a TOT procedure to treat her
stress urinary incontinence in 2011. There were no incidents
during the surgery and no per-operative or early post-
operative complications were reported. The patient did not
refer any urogenital symptoms until April of 2014 when she
visited the gynecology emergency room due to a painful left
vulvar 5 cm fluctuating mass which was diagnosed as a labia
majora abscess, and was treated with cloxacillin per os. The
patient visited the ER once again on May of 2014 due to the
persisting mass. An inguinal ultrasound was performed in
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order to rule out an inguinal hernia in the differential
diagnosis. The patient’s blood work revealed a leukocytosis of
18,000/mm3 and a high level of C-reactive protein, compatible
with an inflammatory process, and was subsequently
hospitalized in our gynecology ward in order to receive
intravenous antibiotherapy (Figure 1).
Figure 1 Contrast-enhanced CT image shows soft tissue
stranding left labia majora and adductors hip
Due to the lack of response to the medical treatment, the
abscess was incised and drained under anesthesia, and the
patient was discharged two days later. Our patient received a
postoperative follow-up and once again presented a left vulvar
abscess which was spontaneously draining a purulent
discharge from the mons pubis. A pelvic MRI was performed in
order to study the tumor, which revealed the fistulized
abscess. The patient underwent a second intervention in
February of 2015 which included the exeresis of the fistulized
vulvar abscess, reaching the left round ligament. The patient
received intraoperative prophylactic antibiotics and was
discharged with amoxicillin per os, experiencing a lessening
although not a complete disappearance of the symptoms
(Figure 2).
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Figure 2 Cross-sectional imaging in diagnosis of
urethrocutaneous fistulas. Sequential axial images (a, b and
c) at the lower pelvis, showing the fistulous path from the
left labia majora through the adductor muscles and the
obturator canal communicating with the left slope the
urethra. Coronal (d) showing retrograde filling of the
bladder through the urethra
She was then referred to our hospital’s urology department
for further evaluation. A physical exam of the genital area
revealed an indurated area in the left side of the anterior
vaginal wall, involving the left suburethral sling territory. A
fistulography was then performed, which confirmed the
urethrocutaneous fistula. The patient underwent a
fistulectomy and exeresis of the suburethral sling in October of
2015. She also received intraoperative antibiotherapy, as well
as oral amoxicillin/clavulanic acid during the following 10 days,
and the Foley catheter was maintained during the following
three weeks post-surgery. Six months later, in the
postoperative follow-up, the patient referred mixed
incontinence and is currently being treated with Mirabegron
50mg.
Discussion
The late postoperative complications of the TOT procedures
are most likely underreported and, although less frequent than
in TVT procedures, should be taken into account and properly
explained to the patient preoperatively. The Kaelin-Gambirasio
et al. [1] study concludes that an important risk factor for
erosion, one constituting 60% of the associated complications
according to Boyles et al. [9] is the type of sling material used
for the TOT, such as the Obtape® sling. The urethrocutaneous
fistula is a very rare postsurgical complication y is most
frequently seen in male patients having undergone
hypospadias repair surgery. The small sized urethrocutaneous
fistulas may heal spontaneously; however, most fistulas
require surgical correction [10] (Figure 3).
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Figure 3 Anteroposterior radiograph of the pelvis obtained
after cutaneous instillation of iodinated contrast material
demonstrates a fistulous communication (arrows) between
the labia majora (lm) and urethra (arrowheads) with parcial
bladder filled. Note that the contrast material is
accumulated in a hip adductors muscles collection (*)
The type of sling used in the TOT procedure in 2011 is
unkown, which hinders the cause and effect hypothesis.
Knowing the type of mesh might have helped us determine
whether the TOT sling was truly the cause of the
urethrocutaneous fistula, although we can only infer that our
patient’s case is a consequence of the surgery, due to the lack
of studies regarding the incidence of urethrocutaneous fistula
following a TOT surgery. Further studies involving various cases
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of urethrocutaneous fistulas are needed to reach valid
conclusions.
Conclusion
The urethrocutaneous fistula is a rare post-surgical
complication that occurred in a 53 year old patient, after a TOT
procedure four years ago, who presented various episodes of
recurring left vulvar abscesses. The fistulectomy and exeresis
of the suburethral sling followed by the administration of wide
spectrum antibiotics resolved the case and the patient is
currently asymptomatic. Various studies are needed in order
to confirm the association between the TOT surgery and the
urethrocutaneous fistula complication.
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